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DISABILITY
DETERMINATION
SERVICES

We are the state agency that makes the medical
determinations on claims for Social Security
Disability, Supplemental Security Income (SSl), and
Medical Assistance for the Disabled.



AGENCY STATISTICS

* 160,000 - 180,000 FEDERAL CLAIMS
PROCESSED ANNUALLY

* 39,000 -40,000 MEDICAID CLAIMS
PROCESSED ANNUALLY

DDS is authorized 745 positions — 615 assigned
— Federal Hiring Freeze & High Attrition
— 55% of examiners — less than 36 months experience



AGENCY STATISTICS

» 27 Federal Units

» working with 37 social security offices in NC
(fully electronic environment)

» 4 Medicaid Units (state funded with 26
adjudicating staff)
» working with 100 county offices in NC
(paper environment - applications mailed)
» Unable to print NCFAST Assessment



4037 REQUIREMENTS

This information should be correct and clearly written

Complete name
Complete address
SSN

Date of birth
Gender

Area code and phone
numbers

County Code

NCFAST application
number

Application date

Worker name and
contact number

Any special instructions
or remarks (i.e.,
reopening, review,
deceased)



5009/ASSESSMENT Requirements

Claimant identifiable information on each page

Complete all fields on application

v’ Person providing information if not claimant

v' List all medical sources for the past 12 months (include
address and telephone numbers, conditions treated and
dates seen)

v’ Third Party contact

v" All allegations and alleged onset
v' Work history and VR information
v' Education information

v’ County worker observations
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https://ncfast.ne. gov/Curam/en_US/DecisionAssistApplication_viewA.
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This example is actually ‘To Scale’.
Note the document name indicating it is
from NC FAST. Far too small to read.
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DSS Case Worker did not get all the
medical information.

SIST all IV1EAICAl DOUTCEs | pnysiClans, nospials, EMergency racuiries, nealtn aeparunents,
herapists, nursing homes, clinics, mental health centers,) including names and dates seen in
ne last twelve months. Give hospital or clinic number, which is on hospital or clinic card or
.ospital bills. (Twelve months prior to and including application month, plus any future medical

ppointments)
Medical Source Condition Treated Dates Seen at Dr.’s office,
MName, Address, Ph. # EKG, X-ays clinic, hospital
Duke Raleigh 082016
Heart Doctor{Unsure of name)

Client will provide this information

al a later date, /@;t‘%’j
Brase. (a// (Olent 2255603




The 5028-Release of Information

* HIPPA compliant release forms are required to
obtain medical evidence of record from all

medical providers.

* The updated version dated September 2015 or
later must be used.



5028 Requirements

Single duplexed form * Black and blue ink

(9/15 or later version) accepted by the medical
Complete name, SSN, community

and date of birth * One original 5028
Original signature of required for each
claimant and witness source listed plus one
(no electronic extra

signatures accepted) * No white out or lined

Must be dated corrections



5028 Requirements

* |f there is a Power of Attorney or other
acceptable authorized representative
designated, include a copy of the document
along with the signed and dated 5028.

* Appendix C, Authorized Representative Form,
is not an acceptable form to obtain medical
evidence of record from the medical
community.



Example 5028- inadequate sighature

INDIVIDUAL authorizing disclosure:

ol el

Slgn>L\m\* \S BQ(‘U\&LC‘\

[ Parent of minor ] Guardian
D Other personal representative (explain)

PPEBOYS 2017

S A

IF not signed by subject of disclosure, specify basis for authority to sign
(parent/quardian sign here if wo signatures required by State law):

Phone Number (with area code)

I

State -

ZIP,
I

WITNESS:

Sign>
Phone Number (or Address)

/

I know the person signing this form or am satisfied of this person's identity:

IF needed, second wilness sign here (e.g., if signed with "X" above):

Sign>

Phone Number (or Address)




REMINDERS

1. Include complete prior DDS
decisions

2. Include all available medical
records

3. Include Medicaid Appeal decisions
(especially if this reversed the
previous Medicaid DDS decision)



INMATE CASES

DMA Administrative Letter 09-08

Provided policy and instructions for inmate
applications submitted to cover medical
treatment outside the Department Public Safety
(DPS) system



Disability Application for Inmate Case

Complete 4037 (use address of DPS)
Complete 5009/Assessment (Social History)

Signed and dated DMA 5028 (Authorization
for Disclose information for each medical
source(s) )

Twelve months of medical records, both
physical and mental, from DPS and the
outside medical sources



Disability Application for Inmate Case

J DPS will forward the application,
authorizations, and medical records to the
inmate’s last county of residence for
processing.

DSS submits the entire application packet and
medical records to DDS for adjudication



DECEASED CLAIMANTS

s*Complete 4037 (annotated as deceased)
*Complete 5009/Assessment (Social History)

*»*Signed and dated DMA 5028 by an authorized
person established by a power of attorney
(POA), if applicable.

*»*Death certificate ( final version preferred)

**Medical records pertaining to reason of death
and to establish onset of the medical
condition, if available



APPLICATIONS FROM HOSPITALS

Complete 4037

Complete 5009/Assessment (Include complete
social history with all medical sources seen in
the past 12 months)

Signed and dated DMA 5028 for each medical
source listed plus one extra. Include POA
when required

NOTE: Hospital medical records submitted
could possibly expedite the process



Reasons for cases to be returned to DSS

5028 — not signed, not dated, not withessed, not
duplexed, no POA included

5009/Assessment — not complete, illegible, source
information incomplete, no treatment dates

Incorrect SSN or identifying information on 5028s
Information “whited out” or crossed out on 5028

. 4037 or 5028 or 5009/Assessment not submitted
with the packet

. Wrong version of the 5028. Must submit version
9/15 or later



